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State Licensure
This was a state home health licensure survey
done in conjunction with two complaints:
IN00192340 and IN00167061, both
unsubstantiated due to insufficient evidence.
Survey dates: July 1 to July 7, 2016
Facility Number: 012233
Medicaid Provider: 200973060
Census: 84
Home visits: 5
Clinical records reviewed: 12
Premier Home Health Indiana was found to be in
compliance with 410 IAC Article 17.
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